Hypertrophic cardiomyopathy (HCM) has diverse pathophysiological and clinical features, according to the extent and severity of the hypertrophy development. Hypertrophy mostly involves the left ventricle and sometimes causes a left ventricular outflow tract obstruction. Right ventricular involvement is less frequent, and even the severe form of a right ventricular outflow tract (RVOT) obstruction by concurrent right ventricular hypertrophy in a patient with HCM is rare. We report a case of biventricular HCM with a clinically, morphologically, and hemodynamically significant RVOT obstruction, which had been treated successfully with surgical myectomy. (Korean J Med 2019;94:119-123) 
INTRODUCTION
Hypertrophic cardiomyopathy (HCM) is usually considered a disease of the left ventricle (LV). Although concurrent right ventricular involvement is not uncommon, significant right ventricular outflow tract (RVOT) obstruction due to a hypertrophied right ventricle (RV) is very rare [1] . This report presents a rare and unique phenotype of HCM affecting both ventricles and causing severe RVOT obstruction.
CASE REPORT
A 29-year-old male patient without family history of HCM or any known heart condition was admitted with progressive worsening dyspnea of New York Heart Association (NYHA) class Ⅲ. He was well developed, with a height and weight of 172 cm and 63 kg, respectively, and did not have abnormal external facial or body features. Physical examination at the time of admission revealed blood pressure and heart rate of 144/101 mmHg and 81 beats/min, respectively. A grade Ⅲ systolic Chest radiography revealed cardiomegaly (Fig. 1A) .
Electrocardiography demonstrated sinus rhythm; left axis deviation; right atrial enlargement; right bundle branch block;
T-wave inversions on leads I, aVL, and V1-V6; and positive R wave on lead aVR (Fig. 1B) . Limited data are available on the surgical management of this condition, and there is no standardized technique. Borisov [4] reported a surgical technique in a cohort of seven patients with a single limited RV longitudinal incision. Quintana et al. [5] advocated the biventricular cavity approach to relieve an obstruction from both LVOT and RVOT and suggested that conventional surgery should be offered in the case of a biventricular obstruction in a patient with HCM. Because the RVOT obstruction was morphologically and hemodynamically severe and the patient's symptoms were refractory to medication, other invasive measures were considered in the present case. We thought that, anatomically, the hypertrophied muscles (particularly the RVOT muscles) could possibly be resected and the obstruction can be relieved by this surgical method, so we decided to perform a conventional operation to resect the hypertrophied muscles of the RVOT before considering other methods, such as cardiac transplantation. The severely hypertrophied LVOT muscle was concomitantly resected as well due to severe hypertrophy even with moderate hemodynamic significance through the LVOT. Although the patient's symptoms and hemodynamic parameters improved dramatically, the remaining problems of systolic and diastolic heart failure associated with remnant hypertrophy, critical arrhythmia, and the risk of thromboembolism should be continuously monitored during postoperative medical care.
In conclusion, we hereby report a case of a 29-year-old male patient with a severe RVOT obstruction and biventricular HCM.
The HCM was non-syndromic, and the patient did not have family history of cardiac disease. The RVOT and LVOT muscles were concomitantly resected successfully, and is now being followed with small dose of a beta blocker.
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